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NU641 Week 2 Case Study – Dyslipidemia
Does Jeremy fall into any of the statin risk categories? If so, which one?
No. Jeremy does not fall into any of the statin risk categories but belongs to the third statin benefit group. This group comprises individuals between the ages of 40 to 75 years who have diabetes but no clinical ASVD. A study by Grundy et al. (2022) revealed that patients between the age of 40 to 75 years with an LDL_C greater than 70 have diabetes mellitus and do not have concomitant ASVD moderate-intensity statin is appropriate. Furthermore, there is no need to measure the 10-year risk for ASVD. Jeremy fulfils all the outlined requirements since he is aged 55 years, has an LDLC of 162 and has no clinical ASVD. 
What drug therapy and dose would you prescribe, and why?
Statin therapy. Since Jeremy has diabetes Mellitus and has no risk factors related to ASVD, he should be started on moderate strain therapy. This may be achieved using atorvastatin 10-20mg or rosuvastatin 5-10mg. A goal of between 55 to 70 LDL_C mg/dl and 80-100 non-HDL C will be set for Jeremy. If this goal is not achieved using moderate statin therapy, then the dosage will be increased (Feingold, 2020). If the LDL _C and non-HDL C levels are close to the goal, the initial drug that should be added is ezetimibe. However, if the outlined goal is far from being achieved, then a PCSK inhibitor will be used. If the goal for LDL-C is achieved, but the non-HDL C levels are still high, achieving balanced levels of triglycerides when LDL-C is right is initiated (Feingold, 2020). This involves adding fenofibrate to stain therapy in patients experiencing elevated levels of triglyceride. Furthermore, fenofibrate has been proven beneficial to diabetes patients since it decreases the rate of growth of the diabetic microvascular disease. 
What Are the Parameters for Monitoring the Success of The Therapy?
The parameter that will be monitored to determine the success of the therapy is LDL. This is because statin-related drugs work by blocking cholesterol synthesis in the liver. The blockage makes the liver synthesize LDL receptors. A study revealed that a reduction of 39 mg/dl in LD-C due to statin therapy lowers the possibility of getting ASVD by 22%. Moderate statins are expected to lower the level of LDL-C by 30-49% (Rhee et al., 2019). However, when a high-intensity dosage is issued, the LDL-C is expected to lower by more than 50%. Therefore, Jeremy's LDL_C is expected to reduce by over 60mg. 
List one or two adverse reactions to the drug therapy you prescribed for Jeremy that would cause you to change therapy. Provide a rationale for your answer.
One of the adverse events that may be caused by statin therapy is Rhabdomyolysis and myopathy. Different authors have used the stated clinical terms to describe the adverse muscle effects of statin drugs. Statin-induced myopathy may occur when a patient experiences unexplained muscle pain after using statins. Furthermore, the condition can occur when muscles experience weaknesses simultaneously with a Creatine Kinase (CK) concentration of more than ten times the upper limit of normal. On the other hand, Rhabdomyolysis is an extreme form of myopathy. It occurs when the Creatine Kinase (CK) is greater than the ULN by 40 times. Such high levels of pain may result in acute renal failure or myoglobinuria. However, these cases are usually rare. A study by Newman et al. (2018) highlights that the hospitalization rate due to Rhabdomyolysis is approximately 0.44 per 10000 patients when the most common statins are used solely. These statins include simvastatin and pravastatin. However, drug interactions when statins are not used solely may increase this rate, especially with fenofibrate. Increasing the statin dosage increases the possibility of rare Rhabdomyolysis and myopathy. Myopathy will likely occur after a few months when the patent increases the dosage of the statins. Similarly, the condition may develop after an introduction of an interacting drug. However, a clinician needs to inquire for more information about the characteristics of unexplained pain. Usually, myopathy is associated with pain proximally distributed around the chest and shoulders, biliteracy and the hip flexor. 
When rechecked, Jeremy’s total cholesterol is 174 (LDL, 100; HDL, 38), but he is complaining of muscle pain. How would you manage Jeremy’s treatment? Provide a rationale for your answer.
Based on the indicated cholesterol, LDL and HDL levels, and muscle pain, Jeremy is likely to be suffering from myopathy. To begin with, creatine Kinase (CK) is measured when the patient experiences muscle symptoms because the enzymes causing muscle pain can be located in the liver. Failure to measure the CK may lead to misdiagnosis of myopathy, which may advance to Rhabdomyolysis. Afterwards, it may result in kidney injury (AKI)if the stain is not addressed. If the CK levels exceed the ULN by 5 or 10 times, then the statin medication should be stopped immediately. Additionally, Jeremy’s fluid intake should be increased significantly. On the other hand, if the CK is significantly high, the patient is considered at high risk of renal failure. At this point, hospitalization is necessary. After the statins are discontinued, the levels of CK are expected to lower gradually (Newman et al., 2019). However, the high CK levels may prolong if the pain causes severe muscle injury. If the CK levels fail to improve after the discontinuation of the statins, then Jeremy should be referred to a muscle specialist. The muscle specialist may consider other forms of diagnoses with similar symptoms, such as statin-associated autoimmune myopathy, polymyalgia rheumatica and mitochondrial myopathies. 
When Would You Have Patient Follow-Up?
Regular follow-up is essential for patients to ensure they follow the recommended treatment plan. The plan includes going through different tests and taking their medications on time. Patient follow-up for Jeremy would begin after starting the statin therapy. Research has indicated that there has been a high rate of non-adherence to statin drugs despite the well-known benefits of statin therapy. The follow-up after the therapy begins will remind Jeremy that statin therapy is a lifetime treatment. Therefore, I will remind him of the importance of collaborating and participating in the healthcare system. Therefore, during the meeting, we will discuss the lifetime cost-related issues of statin therapy. Afterwards, the patient follow-up would be done after a month to assess the patient’s progress and how his point of view has changed over the period (Grundy & Feingold, 2022). Common issues attributed to non-compliance with the therapy include a lack of clarification of the benefits of the therapy, reduced motivation and lack of health consciousness. If the patients have such issues, I will recommend a one-on-one meeting that will resolve the identified issues. 
What Labs Would You Order and Why?
The labs I would order would all align with the assessment of Dyslipidemia. First, I would order a lab that investigates the total plasma cholesterol and triglyceride levels. These labs will be ideal for determining the lipid profile since lipid measurements contain a significant biological variability and will be taken twice one week apart (Zhu et al., 2018). The labs will produce HDL, LDL, total, and triglycerides values. Lastly, a creatine Kinase (CK) lab will be used to determine the level of Rhabdomyolysis and myopathy. 
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